How many of you reading this article graduated from a Joint Review Committee for Diagnostic Medical Sonography (JRC-DMS) accredited program? Before you smugly nod that you did, I can unequivocally tell you that you did not. I imagine that you are ready to argue, but before you do, read on and allow me to educate you on the complex issue of sonography program accreditation.
The most basic piece of the accreditation "house of cards" is that the JRC-DMS does not accredit sonography programs. The Commission on Accreditation of Allied Health Programs (CAAHEP) is the accrediting body. CAAHEP became the accrediting body when the American Medical Association (AMA) Council on Allied Health Education and Accreditation (CAHEA) dissolved in 1994. The Joint Review Committee is a committee on accreditation that makes accreditation recommendations to the CAAHEP. Every profession voluntarily chooses to be a part of the CAAHEP. A committee on accreditation is made up of representatives from each of the professional organizations interested in educational standards for that profession. For the profession of diagnostic medical sonography (DMS), the sponsoring orga-nizations are the American College of Cardiology (ACC), the American College of Obstetrics and Gynecology (ACOG), the American College of Radiology (ACR), the American Institute of Ultrasound in Medicine (AIUM), the American Society of Echocardiography (ASE), the American Society of Radiologic Technologists (ASRT), the Society of Diagnostic Medical Sonography (SDMS), and the Society of Vascular Ultrasound (SVU).
Interest in education in our profession is strong. DMS continues to be the profession most inquired about at CAAHEP, and that is no surprise to the JRC-DMS. The first accreditation recommendations for educational programs occurred in January 1982, and in the course of 10 years, the JRC-DMS recommended accreditation to CAHEA for 56 schools. For the next 20 years, the number of DMS programs remained stable at about 75. However, in the 3-year period from 2000 to 2003, the number of accredited programs jumped to 104, with more than 40 additional programs seeking accreditation at this time.
Although that might seem like great news, it also brings to light the second part of the accreditation challenge. The complexity of the sonography profession has increased dramatically during the past 20 years, but the accreditation process has remained essentially unchanged.
Originally, most DMS programs were hospitalbased 12-month programs with curriculum in a general concentration (abdomen/OB-GYN). Nearly all of the graduates took the written registry exams provided by the American Registry of Diagnostic Medical Sonography (ARDMS) when they were offered in October. Today, there are accredited programs ranging from 12 months to 4 years. Hospitals, universities, community colleges, and private industries sponsor programs. Programs are available in single and multiple learning concentrations, and some programs choose to accredit one part of their programs and forego accreditation in another learning concentration. Sound complicated? Well, consider this as well: our profession now has multiple credentialing organizations, including the ARDMS, Cardiovascular Credentialing International (CCI), and the American Registry of Radiologic Technologists (ARRT), which all offer on-demand computerized testing that allows graduates to pick and choose which credential they will seek and when they might want to take the exam-and some avoid taking any credential at all. The infrastructure for program accreditation that was suitable back in 1980s may not be able to support the growth and complexity of the 21st century.
The third and final story to the house of cards is outcome-based accreditation standards. The accreditation group, CAAHEP, has mandated that all professions that are aligned with CAAHEP must conform to an outcomes template for the education standards that it uses. When it comes to "outcomes," it seems that there are two distinct groups: those who fear it and those who cheer it. However, I am not sure sonography fits nicely into either group. The problem lies in that DMS has always used outcomes as one of the standards for accreditation but not the sole approach to it.
A continuing system for evaluating the effectiveness of the educational programs have long been the hallmark of outcomes' standards. Programs are required to secure sufficient qualitative and quantitative information regarding graduate competencies specified by the educational program. In other words, what must a graduate possess at the outcome of the program? But how do we quantify competency? It requires setting an acceptable threshold and measuring it.
Up until this point, the JRC-DMS has required graduates of the program to complete a list of competencies based on task analyses. To complete those competencies, we have further required that students perform these competencies in the presence of a qualified mentor who works with a student one-on-one. And, last, we have required that the program provide this education by integrating the didactic and clinical experience in facilities that offer equitable opportunity for all students to participate in a wide variety of procedures.
Although the sonography profession fully understands that outcomes standards are intended to deny accreditation or regulate programs that can-not achieve the threshold set by the profession and other regulatory bodies, that is not possible with sonography. None of the national board certification tests has a "live scanning" component to the examinations. Therefore, the only place this critical psychomotor skill can be ensured is in the clinical component of the educational process. The JRC-DMS's peer-reviewed accreditation recommendations currently approve or deny clinical sites, set student capacity, and require training with state-of-the-art resources and ongoing evaluation tools and data. We have traditionally added this qualitative approach, which is out of keeping with a strict outcomes' approach. This has made us a very prescriptive Committee on Accreditationbut we have our reasons.
At the present time, it may be possible for most professions to measure outcomes, but how does a profession set acceptable thresholds to recommend or deny accreditation? Most of you might say that this is done through national board certification examinations or by obtaining a license. That may well be the solution for many professions. However, sonography is an unregulated profession. At this time, there is no requirement for anyone performing sonography to hold any specific credential or license to look for the simplest or the most complicated of diseases. Measuring success on national board scores then becomes a meaningless metric to set a threshold. If only 5 of 15 graduates take a voluntary national board exam and all pass, is the program demonstrating a 100% pass rate or a 30% pass rate? Also, you may recall that the credentialing process is also no longer as simple as it once was. The "third weekend in October" is not the only game in town.
Employer and graduate surveys are also commonly cited as measures to quantify satisfactory outcomes. Once again, this is a concern for the sonography community. Employers are desperate for sonographers-any sonographers. Graduates of accredited and nonaccredited programs, as well as willing employees who have attended no program, are getting jobs this very minute. Some are competent, but some are not, and the public has no way of telling who is and who is not. However, the JRC-DMS feels that it has been able to at least contribute to the quality assurance of the profession via its current method of accreditation. Without estab-lished, universally accepted, and reproducible thresholds to measure outcomes for sonography, an "outcomes-only" approach has the potential to dilute the quality of sonography programs.
In 2002, the U.S. Department of Labor recognized diagnostic medical sonography as an occupation for the first time. Sonography is a profession that is in its infancy when compared to many of the other allied health professions. More new allied health professions are also emerging, and recognition and regulation may come swiftly or not. In the meantime, one method to ensure the communities of interest-our students and the public-that there is quality assurance in our profession is to accredit programs. We need to look closely and carefully at professional similarities and differences before a blanket approach to "outcomes" is implemented.
To address all of these issues, the JRC-DMS board concluded that the best course of action was to host a retreat in August 2003 to gather ideas from sponsoring organizations and respected individuals in the field of sonography.
The main strategic goals that came from the retreat included the following:
• define and defend didactic and clinical integration,
• tie standards to academic design, • recruit more site visitors, • have better and consistent communications with programs and sponsoring organizations,
• expedite self-study and the site visit process, • revise and improve the JRC-DMS Web site, • develop advisory groups, and • continue to promote quality programs in diagnostic sonography.
Using the goals from the retreat, the JRC-DMS will undertake several steps in the coming months. It will evaluate and prioritize ideas and recommendations, communicate with sponsors/member organizations on the recommendations from the retreat, and use the strategic goals to develop a long-range plan.
A move toward outcomes-based standards using board certification scores, attrition rates, and graduate and employer satisfaction surveys may not be sufficient for sonography and some other allied health professions. The perfect blend of the old and the new for JRC-DMS and outcomes-based standards is out there somewhere. We just need to proceed with caution. As the old saying goes, "We don't want to throw the baby out with the bath water."
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